These papers, published by a syndicate of experts, succinctly summarise and usefully tabulate evidence that the provision of mental health services and the distribution of mental health personnel in the world are inequitable. They also calculate the cost of the measures that could be undertaken to scale up the services and to promote public mental health more effectively. They review evidence that poverty, discrimination, natural disasters, ethnic violence and stigma are particularly lethal for low-income countries, and that the world community, especially at local government level, should now act to avoid a tragedy that could affect the future of us all.

I was provoked by this series of papers to reconsider the adverse effects of climate change on mental health; also to reflect on the centrality of *Lancet* papers published earlier that year on poverty, maternal mental illness and child development (Graham-McGregor *et al*, [@r3]), and on the effect of untreated mental disorder on politicians' policies and teachers' effectiveness. The increased risk of student suicide, and the demoralisation and depression of staff that characterised the university campus during the worst years of the Amin regime in Uganda, as well as the lack of therapists, could readily be recalled (Cox, [@r1]).

The *Lancet* has called not only for a politically correct advocacy group to scale up mental health services in low-income countries (in which, on average, 1 in 16 mothers die in childbirth, and 30% of which have no mental health legislation), but also for a less politically correct movement, the direction of which cannot be precisely foreseen, nor its limits scrutinised in any WPA manual of procedures.

The prestigious academics from India and the UK who led this initiative called for more vision, more focused altruism and more public mental health advocacy. They invoked values as well as science and are aware that the resource-rich countries are part of the problem, as well as being able to provide solutions. The cost of the brain drain, for example, will surely be itemised in the report awaited from the WPA Task Force that will be debated at the WPA General Assembly in Prague in September 2008. Thus the juggernauts, such as the Royal College and the WPA, are now considering how to respond to the *Lancet* movement and where to nail their colours to this particular mast.

There are, nevertheless, several additional factors to consider if this movement is to succeed and to be fully acceptable to those clinicians working at the sharp edge in low-income countries. Cultural sensitivity is vital for the implementation of the vision and promotion of these ideas; hints of paternalism, or a perceived lack of a historical political perspective, are disadvantageous, and the movement needs to retain leaders who are immersed day by day in the rigours of clinical work in the developing world, and so be aware of the sheer hard work necessary to sustain the morale of community mental health professionals, whether these are psychiatric clinical officers in Uganda or family support workers in Chile. The scaling up of services that is called for will benefit from online continuing professional development (CPD), as well as roving CPD advocates equipped with motor bikes or a Land Rover. The College's Volunteer Scheme, its proposed support for the African diaspora, as well as the International Divisions, could make other contributions to this scaling-up programme.

However, institutional lethargy and personal feelings of helplessness when one is confronted by an overwhelming task can intervene and have to be taken into account. Where, for example, is the long-promised College guidance on cultural competence? Is it lost, perhaps, in the politically correct endorsement of 'diversity' and 'values', to the neglect of culture and medical anthropology? Have we really lost clinical and academic interest in intercultural similarities and differences of rituals, symbols and kinship, as well as the understanding of religious beliefs and language pertinent to the management of mental disorder?

Are we really taking for granted the skills necessary to provide mental health services in multicultural Britain, with an increase of recently arrived migrants from eastern Europe, as well as refugees and asylum seekers? If so, this would be regrettable and untimely, because globalisation has increased the need to water cultural roots -- including the culture 'within'. Cultural competence includes the development of empathy and 'connected knowledge', as well as the recognition that others may view the world through a different cultural lens (Fitzgerald, [@r2]). Such general cultural competence is different from culture-specific and even intercultural competence, and yet can be acquired by critical incident analysis and using role-play. Teachers are, however, required to be fully sensitive themselves to the personal issues such training may evoke, otherwise prejudice and cultural insensitivity can be increased.

The World Federation for Mental Health in 2007 highlighted cultural psychiatry for World Mental Health Day, and the expressed wish of service users that their beliefs, illness assumptions, rituals and family networks are considered and understood. In order for it to succeed, the *Lancet* movement must likewise consider these cultural issues and the roots of culture in language and religion. The need to scale up child development programmes illustrates well the breadth of this general scaling-up agenda. The early years of life are the cradle of cultural acquisition in low- as well as high-income countries, and are adversely affected by poverty and untreated mental disorder. What happens to the foetus and to pre-school infants is of the utmost importance to the child's ability to become a good citizen. It is politically incorrect, therefore, to omit the newborn from maternal child health (MCH) services -- MNCH is indeed a more useful acronym (World Health Organization, [@r4]).

Religious beliefs (including secular humanism), as well as language and dialect, also express the cultural values of societies. Any 'religiosity gap' or 'language gap' between patient and professional is therefore a disadvantage.

These cultural and training issues need to be carefully considered by any movement that sets out to change the world in which we live. But political correctness is not always an asset.
